Other diagnoses considered but discarded were: systemic lupus erythematosus, toxoplasmosis, brucellosis, congenital syphilis and other chronic infections. REFERENCE Isdale I C & Bywaters E G L (1956) Quart. J. Med. 25, 377 Dr R E Bowers: My patient had an identical eruption, which was investigated by Dr A Herxheimer.
Dr A Herxheimer: The eruption was not influenced by heat, exercise, or antihistamines; it seemed to behave more like an erythema multiforme. In a more recent case with such an eruption we have used intravenous Coomassie blue to determine how long individual wheals remain active. Such observations may help to distinguish between urticarial lesions produced by different mechanisms.
Chronic Granuloma of Finger D D Munro MRCP (for M Feiwel MRCP) P B, male, aged 43. Engineer History: In December 1960, while gardening, he cut the right index finger. Local antiseptic dressings were applied and the wound improved during the next month, but a lump then appeared at the dorsal end of the cut. Since then there has been a thick fleshy area around the finger which has healed in parts and extended in others. Throughout the disease the lesion has been virtually painless despite multiple sinuses which at times have discharged yellow pus. From December 1960 to-June 1961 the condition did not improve (Fig 1) , but following an eighteen-week course of tetracycline-group broadspectrum antibiotics, the purulent discharge decreased, the granuloma started to resolve slowly and has continued to improve till the present (Fig 2) .
Although the patient is an engineer, he has no contact with oil in his work. In February 1961 his toy poodle became unwell and had its tonsils removed. No bacteriological investigations were performed, but this dog's illness might be relevant to the organisms cultured from the patient's finger, which is a common canine pathogen. Investigations: Culture of pus from the finger on four separate occasions grew a beta hemolytic streptococcus of Lancefield group G. Cultures of tissue and pus for fungi and mycobacteria at 370C and 30°C were negative. Full blood count and sedimentation rate were normal.
The blood Wassermann reaction was negative and radiographs of the finger revealed no lesion in bone.
Histological examination showed a nonspecific chronic granuloma with no evidence of fungi. The infiltrate contained many eosinophils and plasma cells, and the overlying epidermis was acanthotic and hyperkeratotic. The biopsy was seen by the late Dr Henry Haber, who thought there was no evidence of malignancy.
Discussion
This granuloma was unchanged by repeated short courses of antibiotics but improved following a continuous course for four months. The oetiology remains obscure though extensive investigations have been performed. Mycobacteria, which include Mycobacterium ulcerans, having different cultural characteristics from the tuberculous bacilli, were sought, but without result.
The lesion may have resulted from a soil organism usually of low pathogenicity which resulted in an unusual reaction in this individual.
Chronic Granuloma of Foot D D Munro MRCP (for G B Mitchell-Heggs FRCP) M S, male, aged 45. Lorry driver History: A native of Gibraltar who injured his right foot when 4 months old, with resulting osteomyelitis. The foot was injured again when the patient was aged 29, and he subsequently developed chronic cedema and pachyderma of the foot which has continued despite therapy (Fig 1) . A mass of granulation tissue and the second toe were excised in 1955. Five months ago an irritant indurated plaque appeared on his right knee. was present on the lateral border and dorsum of the right foot. An erythematous indurated, scaling plaque, 6 cm in diameter involved the medial side of the right knee. General examination revealed no abnormality. Investigations: Biopsies from the right foot on several occasions showed chronic nonspecific granulomatous tissue, with giant cells, but no evidence of fungi or tuberculous infection. Scrapings from the foot did not contain fungi, and culture revealed organisms of a proteus species together with Staphylococcus albus.
Flood WR negative; hemoglobin and WBC normal. ESR remained elevated and about 35 mm in I h (Westergren).
Chest radiograph revealed fibrotic changes in the right lung without evidence of active tuberculosis.
Mantoux test positive at 1 in 1,000 old tuberculin. Treatment: Since the onset, a wide variety of local antiseptic and antibiotic preparations have been applied. Courses of systemic antibiotics have given temporary improvement and in 1955 a short course of isoniazid and PAS was given with little change in the granuloma.
This long-standing granuloma has been extensively investigated but despite repeated examinations to demonstrate fungi, tuberculous bacilli or other mycobacteria, no significant pathogens have been revealed. The recent additional lesion on his knee made us again consider a fungal infection, especially chromoblastomycosis, but culture and histology have been negative. In favour of tuberculosis verrucosa cutis is the fibrotic change of the right lung, but previous anti-tuberculous therapy did not help the disease. This unusual hypertrophic granuloma must therefore be included in the group of chronic granulomata, the itiology of which is obscure.
Additional note: Since demonstration of this case a further more intensive course of anti-tuberculous therapy has been given, with streptomycin, PAS and isoniazid. A definite improvement has occurred after three months' therapy, but this may be due to the action of streptomycin on secondary bacterial infection. This therapy is being continued over a prolonged period, to make certain that tuberculosis has been adequately excluded.
The following cases were also shown: Cases Nail-patella Syndrome (Onycho-osteodysplasia) with associated Bowen's Disease and Paget's Disease ofBone S P Hall-Smith MD MRcP S S, male, aged 70 History: Out-patient with two-year history of crusted, glazed patch, posterior aspect of left thigh. The patient mentioned, as a matter of interest, that he was lacking both thumb nails and patelfe. He remembered also that some years ago he was seen by a doctor who made a special journey from London to Hastings to see him. This colleague has recently been tracked down as Dr J H Renwick, Genetics Department, University of Glasgow, who has provided me with
